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RADICAL CURE OF INGUINAL HERNIA.
BY JOHN O’CONOR, M.A., M.D. DUB.,

SENIOR MEDICAL OFFICER, BRITISH HOSPITAL, BUENOS AYRES.

So much has already been written on the subject of the 1

radical cure of inguinal hernia that I feel a little diffidence in T
publishing some conclusions derived from 350 operations, (

140 of which were performed by Halsted’s, 120 by Kocher’s, 1
and 90 by Bassini’s and other methods. As elsewhere stated 1 j

I had to abandon Halsted’s operation owing to the too frequent (

supervention of orchitis, with consequent atrophy of the testis, 1
which I attributed in part to removal of veins irrespective of ]
varicocele-vessels which presumably have some functional
reason for existence. I considered, also, transplantation of
the cord from its normal conduit to be very questionable
surgery, in that no one can determine the amount of pressure
which may arise from subsequent cicatricial contraction, not
to mention the immediate possibility of backflow from
injudicious suturing. The cord naturally passes out of the
abdomen through the internal ring, which is anatomically so
constructed that no undue pressure can be exercised on its
contents, yet we find ourselves performing operations by the
hundred in which the capacity of outlet is left to specula-
tion, for contractile living tissue is beyond the pale of
mathematical calculation. Recently it has been reported
that Professor Halsted has abandoned transplantation of the
cord. If this should be so I think that he has made a move in
the right direction, and he might further improve his opera-
tion by omitting the removal of veins which in many
instances leads to fatty degeneration and ultimately to dis.
appearance of the testicle.
These remarks as to tampering with the position of the

cord apply equally to Bassini’s method, in which it is placed
between the oblique. This operation has a further important
disadvantage in that an intermuscular space is created in
which the cord rests, which obviously renders the procedure
inferior to that of Halsted, who brings all the muscles into
close juxtaposition and also affords a convenient site for the
collection of serum which, taken in conjunction with buried
sutures, only requires the ubiquitous coccus to create a sore
which may weep for months or years. We are informed by
some that buried sutures never cause any trouble, and by
others, equally dexterous and aseptic, that they never use
them if it can possibly be avoided as their experience is just
the reverse. After a personal experience of over 1000 abdo-
minal operations I confess that I am most sceptical as to the
tranquillity of buried unabsorbable sutures, particularly silk,
in the abdominal wall, and I think that the indiscriminate
manner in which the latter is used in many hospitals is

extremely reprehensible. Still, every surgeon must of neces-
sity occasionally employ them, and a rule might with

advantage be instituted never to bury an unabsorbable stitch
in a submuscular cavity where serum and blood are prone to
collect and to corrupt.

Bassini, Halsted, and Macewen have the same object in
view-the approximation of the deeper muscles-and all
credit must be given to their originality in establishing a
practical and logical basis for any reasonable method of
radical cure. Notwithstanding this Kocher’s operation has
many partisans, which I think must be attributed to its

simplicity, yet I cannot admit that his method of fixing
the stump of the sac to the abdominal wall, with or without
inversion, can materially influence the cure or the probability
of recurrence. As one’s experience grows one is forced to
place little reliance on peritoneal adhesions. At best their
function is very temporary in plastic surgery ; reference to
the illustrations in the chapter on Hysteropexy in Howard
Kelly’s Gynecology" " will confirm fully this statement.

Again, I have often puzzled over the rationale of his method
of reefing the aponeurosis over the inguinal canal which is
done by infolding. It stands to reason that the infolded
external oblique must act as a buffer by which the deeper
structures are prevented from approximating when the
sutures are drawn taut. Notwithstanding these objections
Kocher’s operation has yielded me as good results as the

others, with about 6 per cent. (reported) of recurrences, with
decidedly less orchitis, and with a further advantage-no
splitting up of structures which surgery cannot replace. No

1 THE LANCET, August 26th, 1899, p. 554.

amount of cicatricial plastering can ever imitate the normalformation of the part, and as Professor Kocher truly remarks
about his operation, if recurrence does take place the patient
is no worse off than before. The same cannot be said of a
Bassini, a Halsted, or a Macewen method, for it has fallen to
my lot to undertake secondary operations in cases which had
been treated by the latter methods, and in each instance I
encountered an attenuated cicatricial jumble which not only
rendered the execution of any operation difficult but taxed
one’s resources to the utmost to find material with which to
build up even a pretence of a fortification. In other words,
if recurrence follows division of the internal or external

oblique the last state is emphatically worse than the first.
Having had ample opportunity of studying the merits of

, 
the various structures concerned with inguinal hernia (I wish
here to express my gratitude to Professor D. J. Cunningham

. and Professor Moorhead of Dublin University for recently
! furthering my knowledge by demonstration on the dead

subject), I have come to the conclusion that the keystone to
, any radical cure is the approximation of the conjoined
, tendon to the lower shelf of Poupart’s ligament. The latter,
l by the way, is well known to students of anatomy but

inferiorly comprehended by many surgeons who imagine
themselves capable of performing an orthodox Bassini
operation. Probably it would be expedient to dispense with

the term lower shelf" " altogether and to stick to the
. anatomical one, "Gimbernat’s ligament," which it may be

’ well to remember is continuous along its inferior margin
with some fibres of Cooper’s ligament.
I have practised the following operation in 20 cases and
so far with satisfactory results. A four-inch incision is made
- 

over the line of the inguinal canal, the sac is isolated from
the cord, it is opened and its interior is carefully inspected,
. 

and it is palpated well into the abdominal cavity. (Some years
ago, by the way, I had the misfortune to ligate and to excise

an inch of csecum which the above precaution would have
i obviated.) Next, my assistant draws the sac forcibly down-
twards, and while retaining my left index finger within the
1 sac near to the internal ring in order to prevent intestine
eor omentum getting caught, I transfix and ligate with
0catgut and cut away the distal portion. Before complete
e separation takes place a pressure forceps is applied to

I its proximal end, in order that a final inspection may be
e made before it is allowed to fly back into the abdomen, for a
y chase after a bleeding point in a retreating stump is not

n- pleasant. The conjoined tendon and Gimbernat’s ligament
e are next thoroughly differentiated from the surrounding parts
,t and with the left index finger introduced into the canal to
1- act as a guide and protector of important relations four
e strong fishing-gut sutures are inserted by a curved hernia
; needle about half an inch apart, from within outwards

e through Gimbernat’s ligament and the external oblique, the
is ends being retained outside the aponeurosi. The free ends

,. are threaded in rotation on a hernia needle with an opposite
h curve and are carried from within outwards well into and

h through the substance of the conjoined tendon, these ends
;0 being similarly retained outside the sheath of the tendon.

A straight aneurysm needle is next made to enter the suture
n hole in the tendon, passed across, and made to emerge
11 through the corresponding suture hole in the external

a oblique. The end of this portion of suture is attached and
of drawn across and out through the aperture of entry of the
as needle ; thus, the two ends emerge from the same hole in the
ts sheath of the tendon and form a circular submuscular suture.

19 When the four are thus applied-and this does not take a
ut quarter of the time to insert that it does to describe-the

ty assistant draws the cord downwards and the sutures are tied
to with sufficient force to draw the tendon backwards in front
:ir of the vas to Gimbernat’s ligament, care being taken in the
to adjustment of the lower sutures not unduly to compress the
rd vessels of the cord. The ends of the stitches are then
it, snipped off, when the knots retreat into the substance of the
od conjoined tendon and are sealed over by a catgut suture

is through each aperture. The operation, which occupies
ed usually from 10 to 15 minutes, is concluded by uniting the
ler skin wound with a continuous blanket suture.
he It may be germane to the subject of this paper to mention
ns the treatment of adhesions in hernial sacs. In recent hernias
he adhesions may be brushed off with a piece of sponge or gauze
.th or coaxed away with the pulp of the finger ; in old cases it is
no quite another matter, for generally one finds the omentum so
No 0 incorporated in the sac wall that a portion of thp former
- must be excised and in performing this little operation it is

most desirable to avoid the practice of surgeons who insert
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interrupted ligatures with sharp instruments, leaving a clear
space between each ; it is needless to state that this kind of
procedure necessitates a fumbling procedure of ligaturing in
the mass when the unoccluded vessels begin to spirt. Instead
the omentum should be held up and kept well spread out by
an assistant while the surgeon introduces a medium silk
interlocking ligature, care being taken not to puncture a
vessel with the point of the blunt introducer. The loss of
one patient from post-operative omental bleeding is my
reason for inviting serious attention to the matter.

In conclusion, the advantages which I claim for my
hernial operation are that the two most suitable structures
for effective barrier formation in the inguinal region are
utilised without any anatomical sacrilege and without the
formation of potential spaces which so often prove a bugbear
to aseptic surgery.uv a";:!Gpu.1V CU..l.5v.1.J’Buenos Ayres. 5,.J,

A CASE OF APPENDICITIS WITH GENERAL
PERITONITIS;

RECOVERY AFTER REMOVAL OF APPENDIX, FOLLOWED BY
SECONDARY INCISION INTO THE C&AElig;CUM FOR EXTREME

PARALYTIC DISTENSION.

BY FRANK COLE MADDEN, M.B., B.S. MELB.,
F.R.C.S. ENG.,

PROFESSOR OF SURGERY, EGYPTIAN GOVERNMENT MEDICAL SCHOOL
SENIOR SURGEON, KASR-EL-AINI HOSPITAL, CAIRO.

THE following case presents many interesting features and
illustrates the grave complications that may result from

appendicitis and the possibilities of recovery.
A man, aged 35 years, an American travelling in Egypt,

was suddenly seized with pain in the abdomen and rapidly
developed all the classical symptoms of appendicitis. I first
saw him in consultation with Dr. F. M. Sandwith at the

request of Dr. May, with whom he was travelling, on

Feb. 19th, at 9 A.m. He was then in great pain and had a
general distension of the abdomen, but no definite tumour Icould be made out. We at once decided upon operation. This z,
was performed in a nursing home a few hours later, within I
36 hours of the onset of symptoms. Although it was a first
attack, on opening the abdomen by a curved incision in the ’’,
usual situation thin lymphy pus at once escaped as soon as the ’,
peritoneal cavity was reached. There were considerable
distension of the whole of the intestines and intense general
peritonitis. The appendix was found very deeply placed in
a pouch to the outer side and behind the caecum and was with z,
difficulty removed. There were patches of almost gangrenous
inflammation on the csecum and the adjacent coils of small i
intestine. The appendix itself was soft and gangrenous and ’,
contained two large concretions, just above the lower of
which was a ragged perforation. There had been no attempt
to shut off the appendix area from the general peritoneal
cavity either by lymph or by adhesion of coils of intestine.
The appendix was ligatured close down to the cascum and
removed, but all attempts to cover the stump with peritoneum
were unsuccessful as the sutures cut through the soft inflamed
tissues at once. Pus welled up everywhere between the coils
but tended to collect towards the pelvis and in the pouch
which contained the appendix. The peritoneal cavity was not
washed out but the pelvis and the pouches round the caecum
were gently swabbed out with sterilised gauze and a gauze
drain, running down to the stump of the appendix, was
brought out through the middle of the wound in the

abdomen, which was sutured in layers.
The day after operation there was a great improvement in

all the symptoms. The pulse was good (82) and the tem-
perature was 98 8&deg; F. (103&deg; before operation), but there
were still a good deal of abdominal distension and rather
troublesome hiccough. After an enema of soap-and-water
and turpentine much flatus and some fasces were passed with
considerable relief. One fluid ounce of peptonised milk was
given every hour by the mouth, the quantity being gradually
increased as there was no vomiting. One-fiftieth of a grain I
of strychnine was given hypodermically every four hours, the
evening dose combined with one-quarter of a grain of !,
morphia.
The wound was dressed after 48 hours and the drain

renewed, though there was very little discharge. Small doses !,
of calomel (one-tenth of a grain) were administered on the
following day every half hour for three doses and then hourly I,

until the bowels were moved. The patient’s condition
remained fairly satisfactory for six hours after the’operation,
but then the scene changed ; the whole peritonitic blaze
seemed to light up again and with it the distension rapidly
increased to an alarming extent. Distended transverse
colon could be made out nearly to the nipple line on
both sides and there was considerable respiratory difficulty
and cardiac distress. The temperature was 1040 F., the pulse
was 140 and markedly peritonitic, and the general condition
became very grave. Vomiting also set in accompanied by
hiccough and the vomited matters became rapidly fsecal.
Large quantities of dark-brown fluid were pumped up which
on standing precipitated a thick brown deposit of fseces and
emitted a most offensive fsecal odour ; in fact, the vomit con-
sisted of pure fasces. During the night the distension

appeared to become even greater than before in spite of
turpentine enemata, strychnine injections, fomentations,
turpentine stupes, &c., and the fsecal vomiting was practi-
cally continuous. The patient really appeared to be dying,
but at 5 on the following morning, Feb. 26th, in re-

sponse to Dr. May’s earnest appeal to try to do something," 
"

I removed the middle sutures of the abdominal wound and
made an incision into the caecum, which presented in the
depths and which I had no hesitation in opening in situ, as
I felt certain that all the parts in the neighbourhood must
have become adherent all round and so have shut off the area
of operation from the general peritoneal cavity. A large
quantity of fsecal matter and brownish discharge and flatus
came away at once from the incision and continued to do so
for several minutes. The material obtained from the cascum
and the stomach was identical in character. The tube of
an irrigator was then passed into the rectum and the whole
of the large intestine was thoroughly irrigated with boiric
lotion, which all came away by the wound in the cascum.
To prevent any possible risk of leakage of fsecal matter into
the peritoneal cavity four anchoring sutures were inserted to
keep the caecum in close contact with the abdominal wall.
At the same time the patient was made to swallow two large
draughts (one pint) of warm water, which were soon returned
but fulfilled their purpose of washing out the stomach very
thoroughly, and from that time the fascal vomiting com-
pletely ceased. From the moment of the caecotomy the
patient’s condition improved, his temperature gradually
returned to normal, and all the grave symptoms subsided.
The wound was left widely open and packed with gauze to
induce it to heal by granulation from the bottom, while the
fsecal fistula discharged freely in the centre. Apart from some
irritative cough and occasional rather obstinate hiccough the
further progress of the case was uneventful, and gradually
more and more of the fasces were passed by rectum.
On March llth the skin and subcutaneous tissues around
the whole area of operation were infiltrated with Schleich’s
fluid and several deep silkworm-gut sutures were inserted
to approximate the granulating surfaces of the sides of the
wound, leaving a small opening in the centre at the site of
the fistula. The wound gradually filled up with granulations
and later an attempt was made to destroy the redundant
everted mucous membrane by frequent applications of silver
nitrate. Finally, the projecting ring of membrane having
been thus destroyed two rows of mattress sutures of fine
silk were inserted across the fistula and completely closed
the opening. This little operation was not, however, a com-
plete success, as the middle sutures cut through and the
fistula was re-established to some extent but was of much
smaller calibre. A further attempt of the same kind also
failed and the patient left for Europe in very good general
condition but with a rapidly closing caeoal fistula. The
bulk of the faeces passed by rectum, the discharge from the
caecum being soft and semi-fluid and only profuse to any
extent at night.
The case is of interest for several reasons, but mainly from

a practical point of view, because of the patient’s recovery
from an apparently hopeless condition. There is also the

history of a first attack of appendicitis going on within 36
hours to a general peritonitis, which teaches the lesson of the
dangers of delay in operation on these fulminating cases, and
who is to say what course any attack of appendicitis will
take ? Further, the great improvement following the original
operation, in spite of the fact that the peritoneal cavity was
not washed out and was only partially drained, shows in this
instance, at any rate, that the confidence we have in the
power of the peritoneum to take care of itself is not mis-
placed, even though the membrane be already in a condition
of intense inflammation.


